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: : ; 1. What correctjive actions will !
légfg NFPA 101 LIFE SAFETY CODE STANDARD : K 029i be accomplished for those ‘ 9/30/16
: One hour fire rated construction (with o hour i resldents found o have been '
. fire-rated doors) ¢ran approved automatic fire i | effected by the deficient .
: extinguishing system in accordance with 8.4.1 | practice? :
» and/or 19.3.5.4 protects hazardous areas. When : : !
: the approved autornatic fire extinguishing system | ; The facility has corrected the !
| option Is used, the areas are separated from ; i wall penetrations in the ;
i other spaces by smoke resisting partitions and ] kitchen ceiling and the :
5 gglférsa CI'PC:;S arte ;?IEC;?S:HQ tE':l'lC: gon~rtated cgrd i Jaundry ceiling with system !
; field-applied protective plates that do not excee ,
: 48 incﬁep,s frnl:n the bottom of the doar are : i no. W-L-1410. All areas that I
 permitted, © $9.3.2.1 : : | is found ta have wall .
: This STANDARD is not met as evidenced by: | i penetration In the future wil |
: Based on ohservation and interview, the facility j use this product. This was i
! falled to ensure fire rated construction is D 5 completed on 9/30/16, 5
wrnaintained. (NFRAA01,823242) .. .. . .. b . - ' . N et s e
The findings include: ' I- 2. How will you identify ather 5
1. Observation and interview with the ’ ' residents having the potential ;
Maintenance Director, on 9/13/2016 at 10:;10 AM . | '. to be effected by the same ‘
‘confirned unsealed penetrations in the kitchen | ! deficient practice and what !
. ceiling above the Ansul system with conduit ; | corrective actian will be |
- penetrating the fire-rated ceiling. , 5 taken? ;
N . , , : i !
2, Observation and interview with the - : The maintenance director will i
Maintenance Director, on 9/13/2016 at 10:12 AM ; examine tonstruction of the !
confirmed unsealed conduit penetrations in the : . !
faundry ceiling above the dryers. ! building on a monthly bases ',
These findings were verified by the Maintenance :' to assure all pipes are
: Supervisor and acknowledged by the i f properly maintalned with .
Administrator during the exit conference on 5' ! Sealant. L
- 9/13/2016. : : :i
: 3. What measures will be put in ;
i | lace or what systematic '
| ; changes you will make to l‘
' i ensure that the deficient '
practice does not recur? i
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: : and/or 19.3,5.4 protects hazardous areas. When set forth. Any new wiring or
 the approved automatic fire extinguishing system

pipes belng placed with wall

|
: ppticn is used, the areas are separated from L penetration will be sealed

: other spaces by stmoke resisting partitions and -

. doors. Doors are self-closing and nan-rated or with the HILTI product,
! field-applied protective plates that do not excead . ,
; 48 inches from the bottom of the daor are ; 4. Howwillthe corrective action
: permitted.  19.3.2.1 ' ! be monitored to.ensure the
This STANDARD is not met as evidenced by: : P
. Based on obsgervation and interview, the facility | deficient practice wil |
failed to ensure fire rated construction is ' : recur? !
_______ rgintained (NEPAIOI, B.23.24.2). . oot b s e )
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:.:i Oth;servatiog_an:il intervi;’\rs\;lgté\ the 1010 A ! will report findings of the i
aintenance Director, on 18 at M : 14 i
conf rmed unsealed penatrations in the kilechen | :;nl:gltyt’:: d::l:: :::-:r:]tte
| ceiling above the Ansul system with conduit i ] . X e
| penetrating the fire-rated ceiling, : . consist of Executlve Director, -
‘ 1 " DIrector of Nursing, and
2. Observation and interview with the - : Assistant Director of Nursing,
. Maintenance Director, on 9/13/2016 at 10:12 AM ; | Medical Director, Director of
conf nmed unsealed conduit panetrations in the ! ! Rehabilitation, Director of
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i §/13/2016. L Maintenance, Director of
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